Rituximab improves survival in follicular lymphoma (FL), but is considerably more expensive than conventional chemotherapy. We estimated the total direct medical costs, cumulative survival, and cost-effectiveness of adding rituximab to first-line chemotherapy for FL, based on a single source of data representing routine practice in the elderly. Using surveillance, epidemiology, and end results (SEER) registry data plus Medicare claims, we identified 1,117 FL patients who received first-line CHOP (cyclophosphamide (C), doxorubicin, vincristine (V), and prednisone (P)) or CVP +/− rituximab. Multivariate regression was used to estimate adjusted cumulative cost and survival differences between the two groups over four years after beginning treatment. The median age was 73 years (minimum 66 years), 56% had stage III-IV disease, and 67% received rituximab. Adding rituximab to first-line chemotherapy was associated with higher adjusted incremental total cost ($18,695; 95% Confidence Interval (CI) $9,302-$28,643) and longer adjusted cumulative survival (0.18 years; 95% CI 0.10-0.27) over four years of followup. The expected cost-effectiveness was $102,142 (95% CI $34,531-296,337) per life-year gained. In routine clinical practice, adding rituximab to first-line chemotherapy for elderly patients with FL results in higher direct medical costs to Medicare and longer cumulative survival after four years.
Introduction
Like many countries, the United States is struggling with the rising costs of cancer care [1] . Nowhere is this more apparent than within Medicare, the primary payer of health services for those of age ≥65 years, where the rise in spending on cancer drugs over the past 15 years has been singled out as a leading cause of increased spending overall [2] . Presently, Medicare's ability to control rising spending on cancer drugs is limited [2] , and it is also well known that Medicare does not formally consider cost or cost-effectiveness as a criterion for coverage and reimbursement [1] . Since most new drugs cost considerably more than older drugs [2, 3] , and since many are added to rather than substituted for drugs in existing regimens, the net cost impact of new drugs will be determined primarily by the cost of the drug itself, and secondarily by the extent to which those costs are augmented or offset by its clinical benefits. In cancer care, clinical benefits that have cost implications include reducing the rate of disease progression or relapse after first-line therapy and improving survival.
It is standard practice to include all of these factors in cost-effectiveness analyses of new cancer drugs. However, such analyses often are conducted early in the commercial 2 Journal of Cancer Epidemiology life-cycle of the drug, and in the absence of comprehensive data from routine clinical practice, usually they are based on models that incorporate data from multiple sources, including drug regimens and clinical outcomes from phase III trials. While these analyses provide important insight into the potential cost and cost-effectiveness of new drugs in routine clinical practice, and may have a high level of internal validity due to the sources of clinical data used, invariably they will lack some external validity. This is due to differences in the types of patients treated, for example, patient age, cancer stage, the approaches to managing disease progression or relapse, and the net cost impact of improving overall survival in patients with higher comorbidity burdens.
In 1997, rituximab became the first therapeutic antibody approved for the treatment of cancer [4] . Initially, it was approved for treating relapsed or refractory, CD20+, B-cell low grade, non-Hodgkin's lymphoma (NHL). Since then, the indication has expanded several times to include firstline therapy, follicular lymphoma (FL), chronic lymphocytic leukemia (CLL), and rheumatoid arthritis [4] . The efficacy of rituximab is well-supported by data from randomized clinical trials. For instance, addition of rituximab to first-line chemotherapy has been shown in clinical trials of DLBCL [5] [6] [7] [8] to improve progression-free and overall survival in elderly patients, where reported risk-ratios for all-cause mortality range from 0.53 (95% confidence interval (CI) 0.37-0.77) [5] to 0.72 (95% CI 0.52-1.00) [6] , and in younger patients [7] . The efficacy of rituximab as first-line therapy for advanced FL was established in several randomized trials [9] [10] [11] [12] . The German Low Grade Lymphoma Study Group compared CHOP (cyclophosphamide (C), doxorubicin, vincristine (V), and prednisone (P)) (n = 205) to R-CHOP (n = 223) in a cohort of patients with untreated, advanced-Stage III/IV FL [9] . They showed a statistically significant improvement in overall survival, with 6 deaths in the R-CHOP group compared to 17 deaths in the CHOP group within the first three years. Another phase III study compared CVP alone (n = 162) to R-CVP (n = 159) in a similar cohort of untreated FL patients [11] . In that study, the percent of patients; surviving four years was significantly higher in the R-CVP (83%) versus the CVP-alone group (77%) (P = 0.029).
The effectiveness of rituximab in routine clinical practice has been evaluated in several studies using the National Cancer Institute's (NCI) surveillance, epidemiology, and end results (SEER) Medicare database [13] [14] [15] . They indicate that the survival benefits observed in clinical trials extend to elderly patients treated in routine clinical practice, and to mantle cell lymphoma (MCL) [15] where survival benefits have not been demonstrated in clinical trials. They also show that even though rituximab was not approved initially for first-line treatment, its use as part of first-line chemotherapy increased rapidly after Medicare began coverage in 1998, and now the majority of SEER-Medicare patients who receive chemotherapy as first-line therapy for FL, MCL, and CLL also receive rituximab [13] [14] [15] .
Efficacy and effectiveness notwithstanding, rituximab is an expensive addition to first-line therapy for NHL with an estimate of $24,034 in FL [16] and $13,900 in DLBCL [17] based on the projections of cost-effectiveness models, and in part dependent on the year of the analysis and number of administrations of rituximab. The current Medicare allowed amount (including 20% patient copayment) for rituximab is $611 per 100 mg vial [18] . At a recommended dose of 375 mg/m 2 body surface area (BSA) [19] , and assuming an average BSA of 1.72 m 2 [16] and 6-8 cycles per first-line course of rituximab [20] , the current cost to Medicare could be $20,530-$27,373 per course, an estimate that excludes the 20% copayment. A disproportionate number of patients diagnosed with NHL are aged ≥65 years, including 50% of the estimated 129,500 prevalent and 59% of the 21,800 incident DLBCL patients and 52% of FL patients [21, 22] . Consequently, Medicare is an important payer for therapy and other cancer care in NHL, and rituximab is an important line item for Medicare. In 2009, rituximab accounted for the largest percent of Medicare part B expenditures (7.8%) of any drug administered in physicians' offices or furnished by suppliers [23] .
Given the efficacy and cost of rituximab, there has been considerable interest in evaluating its net cost impact and cost-effectiveness, and studies have been conducted in DLBCL [17, [24] [25] [26] [27] and FL [16, 28, 29] . Several studies of adding first-line rituximab to chemotherapy in DLBCL projected cost offsets [17, [24] [25] [26] [27] , and in one instance savings [26] , associated with lower rates of progression/relapse and improved survival. Two cost-effectiveness analyses of rituximab in combination with chemotherapy have been conducted in FL, one in the US, and one in the United Kingdom [16, 28] . Both were based on computer models, and incorporated data from a number of sources including clinical data from randomized trials. In the US, Hornberger and colleagues projected adding rituximab to CVP would result in a lifetime cost difference of +$26,439, the majority of which was due to rituximab itself ($24,034), a difference in mean overall survival of +1.51 years, and a cost per qualityadjusted life-year gained of $28,565 [16] .
The objective of the present study was to estimate the cost and cost-effectiveness of rituximab added to firstline chemotherapy for FL, using a single source of data representative of routine clinical practice in elderly patients in the US. It differs from previous economic studies of rituximab in NHL, the majority of which were based on models, incorporated data from multiple sources including clinical trials, and projected cost and survival beyond the available data.
Materials and Methods

Data Source.
The source of data for this study was the National Cancer Institute's (NCI) surveillance, epidemiology, and end results (SEER) cancer registry linked to Medicare administrative and claims data [30] . Presently, SEER contains cancer incidence and survival data from 17 population-based cancer registries throughout the United States covering approximately 28% of the population [31] . The registries routinely collect data on patient demographics, primary tumor site, tumor morphology and stage at diagnosis, first course of treatment, and followup for vital status. In SEER-Medicare, cancer registry data are linked to Medicare enrollment and claims data, which are available for 93% of those aged ≥65 years in the SEER registry [32] . At the time this study was performed, the SEER-Medicare linkage included all Medicare-eligible persons appearing in the SEER data through 2005 and their Medicare claims through 2007.
Medicare claims files linked to SEER consist of the following: medicare provider analysis and review (MEDPAR)-all hospital (part A) short stay, long stay, and skilled nursing facility bills; national claims history (NCH)-all physician/supplier (part B) bills; Outpatient, which includes all bills from institutional outpatient (part B) providers; home health agency (HHA)-all claims for home health services; hospice; and durable medical equipment (DME). The Medicare benefit for oral drugs (part D) began on January 1, 2006, and claims for oral drugs without an intravenous equivalent were not available for our study.
Inclusion Criteria.
Patients were included if they were diagnosed with FL [33] between January 1, 1999, and December 31, 2005, FL was the first primary cancer diagnosed, they began infused CHOP (cyclophosphamide (C), doxorubicin, vincristine (V), and prednisone (P)) or CVP chemotherapy with or without rituximab within 90 days following diagnosis, and they survived at least 60 days after first claim indicating the beginning of therapy. We required a minimum 60 days survival after the first claim to classify the initial treatment regimen. In addition, to ensure complete claims history for purposes of calculating an NCI comorbidity index score [34, 35] , patients had to have been enrolled in both Medicare parts A and B, with no health maintenance organization (HMO) coverage, for 12 months prior to FL diagnosis.
To preserve patient confidentiality, SEER reports only the calendar month of diagnosis. Therefore, we set the date of diagnosis to the first day of that month. Identification of FL was made using the World Health Organization (WHO) International Classification of Diseases for Oncology, 3rd Edition (ICD-O-3) histology codes 9695 (FL Grade 1), 9691 (FL Grade 2), 9698 (FL Grade 3), and 9690 (FL not otherwise specified) [33] .
Observation Period.
Patients were followed for up to four years from the day first-line therapy began, or until death, the end of their claims (December 31, 2007), or the end of their Medicare part A and/or part B coverage, whichever came first. The date of death was assigned by using the Medicare date because it is considered more current than the SEER date.
Patients and Variables.
Patients were described according to their demographic, clinical, and socioeconomic characteristics. Requiring eligible patients to have at least one year of Medicare enrollment prior to diagnosis meant that the minimum age in the cohort was 66 years. Patients were classified by stage and extranodal involvement (yes/no) at FL diagnosis. In the absence of hemoglobin level, serum lactate dehydrogenase (LDH) level, or the number of nodal areas, three of the five prognostic factors for mortality in the follicular lymphoma international prognostic index (FLIPI) [36] , we used Medicare claims to identify several predictors of poor performance status, including the use of oxygen and related respiratory therapy supplies, wheel chair and supplies, home health agency, and skilled nursing facility, all from 12 months before until 30 days after FL diagnosis [37] . Individual services were combined into a score of 0 (none) or 1 (use of any service). Medicare claims also were used to identify anemia [14] , and to calculate an NCI comorbidity index score [34, 35] for each patient. SEER-Medicare contains information from the 2000 Census, reported at the tract level in which the patient lives, for the percent of the population living in poverty and the percent of those aged 25 years or older with some college. We used these as indicators of the socioeconomic status of individual patients in the cohort. The assigned metropolitan statistical area served as a geographic indicator.
First-Line Therapy.
We searched the Medicare outpatient and NCH files to identify claims containing healthcare common procedure coding system (HCPCS) "J" codes for cyclophosphamide (J8530, J9070, J9080, J9090-J9097), doxorubicin (J9000, J9001), and vincristine (J9370, J9375, J9380). All such claims within 60 days after the first were used to classify the patient's first-line regimen as rituximab plus chemotherapy (CHOP or CVP) or chemotherapy alone. In the absence of data on oral therapy, prednisone was assumed to have been included in the regimen when the other three chemotherapy agents were present.
Cost.
The total direct medical cost to Medicare, from the beginning of first-line therapy until the end of the observation period (maximum four years), was estimated based on Medicare paid amounts obtained from bills within the claims files. Diagnosis and procedure codes within claims were used to identify three mutually exclusive categories of costs: immunochemotherapy, which included the costs of infused cancer therapy agents provided during firstline and any subsequent treatment, other cancer care (any claim with an International Classification of Diseases, 9th Revision, Clinical Modification [ICD-9-CM] diagnosis code 140.xx-208.xx [malignant neoplasms], but no code for immunochemotherapy), and noncancer care (any other claim). All paid amounts were inflated to 2009 US dollars based on the hospital input price index for part A claims and the medical expenditure index for part B claims [38] . Since SEER-Medicare data are limited in time, our approach to estimating population mean costs accounted for censoring in the data using inverse probability weighting (IPW) [39] [40] [41] [42] [43] [44] [45] .
Survival.
Conventional approaches to analyzing adjusted differences in survival between alternative treatments are based primarily on proportional hazards regression. However, this approach does not produce an estimate of the adjusted difference in overall survival between two treatment groups at specific time-points, as required for performing cost-effectiveness analysis directly from observational data. In this study, we used inverse probability of treatment weighting (IPTW) for survival data [46] to estimate the adjusted difference in cumulative survival between the two treatment groups. First, we estimated the conditional probability of assignment to the rituximab plus chemotherapy group for each patient using logistic regression with treatment group as the dependent variable and all other independent variables from the cost model as predictor variables. Then, the inverse of this conditional probability estimate was assigned as a weight to each patient, and it was used to adjust the Kaplan-Meier cumulative survival estimate for each treatment group.
Statistical Analysis.
Chi-square analysis was used to test for the independence between patient characteristics specified as categorical variables and the two first-line treatment groups. Analysis of variance was used to test for independence of continuous variables.
We performed partitioned IPW least squares regression analysis to examine adjusted associations between cumulative costs over four years and patient demographic, clinical, and treatment factors. Separate regression analysis was performed for each of the 48 monthly partitions. Coefficients for each patient factor were summed across the 48 partitions to obtain the cumulative, incremental cost associated with that factor. Confidence intervals (CI) for the cumulative cost coefficients were calculated by a bootstrap approach [47] , in which the process of performing 48 partitioned regression analyses and summing coefficients across partitions was repeated 1,000 times using sampling with replacement from the original cohort. This process was applied to total costs and each of the three cost categories, for a total of 192,000 regressions.
Using the adjusted Kaplan-Meier estimator based on IPTW, we estimated the adjusted difference in survival between rituximab plus chemotherapy and chemotherapy alone in each of 48 monthly partitions following the beginning of first-line therapy. Since patients in this study were required to have survived at least 60 days after the beginning of first-line therapy, by definition the difference in survival was zero during the first two months. The cumulative survival difference was calculated by summing the adjusted survival differences. We obtained 95% CIs for the partitioned incremental survival estimates from the weighted log rank statistic [46] .
Cost effectiveness ratios were calculated in months 3-48 (ignoring months 1-2 due to the inclusion criteria; there was no mortality during this period) after the beginning of first-line therapy, by dividing the incremental cumulative cost of rituximab by the cumulative survival difference. Confidence intervals for the cost-effectiveness ratio were calculated by dividing the upper bound of the 95% CI for cost by the lower bound of the 95% CI for survival, and then repeating the process with the lower cost and upper survival bounds. 
Results
3.1.
Patients. There were 1,117 patients in the final cohort: 750 (67%) received rituximab plus chemotherapy, and 367 (33%) received chemotherapy alone ( Table 1 ). The median age at diagnosis was 73 years (minimum 66 years), 56% had Stage III/IV disease, 42% had extranodal involvement, and 15% had ≥1 indicator of poor performance status. Rituximab patients were diagnosed later in the study period, and were more likely to have higher-grade histology. There were no differences in stage at diagnosis, extranodal involvement, or NCI Comorbidity Index score between the two groups.
Treatment.
Overall, 67% (754) received CHOP, and the remaining 33% (363) received CVP. Rituximab patients were more likely to receive CHOP (72% versus 58% for chemotherapy alone; P < 0.0001). Among those who received rituximab, the average number of rituximab administrations during first-line therapy was 6.3 (median 6; interquartile range [IQR] 5-7), and the average number of units was 7.3 × 100 mg vials (median 7; IQR 6-8). In the multivariate analyses, rituximab was associated with statistically significantly higher incremental total ($18,695; 95% confidence interval [CI] $9,302-$28,643) and immunochemotherapy ($13,336; 95% CI $9,364-$17,552) costs after four years, but not other cancer ($4,816; 95% CI $1,899-$11,303) or noncancer ($351; 95% CI $3,481-$4,202) costs ( Table 2) . Most of the separation in total and immunochemotherapy costs between the two treatment groups occurred during the first 6 months after the beginning of first-line therapy (Figure 2) . Thereafter, there was very little separation in total or immunochemotherapy costs. During the first 36 months, incremental costs of other cancer services were statistically significantly higher in the rituximab group. However, costs of other cancer services declined in later months, and by month 48 the difference between groups was not significant. There was no difference in non-cancer costs at any time during the observation period.
Other factors associated with higher costs were stage (immunochemotherapy cost), extranodal involvement (total and other cancer costs), NCI comorbidity index (predominately non-cancer cost), and ≥1 indicator of poor performance status (total and other cancer costs). Factors associated with lower costs were age >80 years (immunochemotherapy cost), other race/ethnicity (total and immunochemotherapy costs), and urban/rural (compared to metropolitan) area (total and other cancer cost). Results of the multivariate analysis of total cost that included only patients treated with CHOP were similar to those that included all patients (Table 3) .
Survival.
Overall, unadjusted (crude) cumulative survival was 83% at 24 months and 73% at 48 months; 85% and 77%, respectively, for rituximab plus chemotherapy; 79% and 66%, respectively, for chemotherapy alone. The incremental cumulative adjusted survival (years) in the rituximab group was 0.05 (95% CI 0.02-0.09) after two years, 0.11 (95% CI 0.05-0.16) after three years, and 0.18 (95% CI 0.10-0.27) after four years of observation (Figure 3) . for the cost-effectiveness ratio contain a value indicating that rituximab plus chemotherapy was both more costly and less effective (dominated), or less costly and more effective (dominates) than chemotherapy alone.
Cost per Life Year
Discussion
In this study, we identified a cohort of elderly FL patients who received first-line chemotherapy with or without rituximab. We followed this cohort for up to four years after the beginning of therapy to estimate the net cost impact and cost-effectiveness of adding rituximab to first-line therapy. Our findings indicate that over this time horizon, the initial cost of rituximab accounted for the majority of the cost difference between the two treatment groups. The mean cost of first-line rituximab in our study ($15,640) was substantially lower than expected based on the projections from a cost-effectiveness model in FL ($24,034) [16] , and our own calculations based on recommended dosing and current Medicare reimbursement. Patients in our study received an average of 6.3 administrations and 7.3 100 mg vials per administration during first-line therapy. Hornberger and colleagues [16] assumed 8 administrations, 700 mg per administration, and $5.82/mg in estimating the cost of firstline rituximab. Part of the difference may be explained by the fact that patients in our study received almost 25% fewer administrations. Another reason for the difference is that our calculations were made using Medicare paid amounts, which exclude the 20% patient copayment. Finally, although we inflated our costs to US$2009, it is possible that our inflation factors did not adequately compensate for inflation in the price of rituximab during the study period. Dividing the mean cost of rituximab by the average number of milligrams delivered during the course of therapy (4,599), the average cost per milligram was only $3.40 in our study. It is noteworthy that in the rituximab group the cumulative incremental cost of immunochemotherapy during the 6 Journal of Cancer Epidemiology four-year period ($13,336) was lower than the cost of firstline rituximab ($15,640) . This suggests the initial costs of rituximab were offset to some extent by higher treatment costs in the chemotherapy group due to higher rates of nonremitting and/or relapsing disease. The cumulative incremental cost of other cancer care also was significantly higher in the rituximab group through much of the study period. Most of the difference between the two groups appeared during first-line therapy, which suggests there may have been differences in supportive care and other cancer services during first-line therapy that were not captured in the immunochemotherapy category. After first-line therapy, the cumulative incremental cost of other cancer care in the rituximab group declined, and by year three it was no longer statistically significant. This suggests there were some cost offsets possibly associated with lower rates of relapse in the rituximab group. There were no differences in the costs of noncancer services at any time during the observation period, suggesting that improved survival in the rituximab group had no appreciable impact on the costs of managing other diseases. Those with more advanced stage cancer and higher comorbidity burden also had higher costs, which is consistent with a priori expectations that increased patient complexity requires a higher level of care. The cost findings also suggest that the very elderly receive less first-line and subsequent immunochemotherapy.
The cumulative survival benefit of rituximab continued to accrue, and was statistically significant, throughout the observation period, and since the cumulative cost impact was negligible after the end of first-line therapy, the cost per life year gained declined (became more favorable for rituximab) rapidly during the observation period. Although we did not attempt to extrapolate our findings to a longer time period, it is likely that following these patients for a longer period would result in a lower cost-effectiveness ratio. Also, as we noted above, our study inclusion criteria required patients to have survived at least 60 days after the first claim for immunochemotherapy. Consequently, we did not account in our survival and cost-effectiveness analyses for patients who died during the first two months after starting first-line therapy. Neither pivotal phase III trial of first-line rituximab showed significant separation in the overall survival curves within the first several months after beginning therapy [9, 11] . However, it is possible we would have observed larger survival differences, and hence smaller cost effectiveness ratios, had we included patients who died within the first two months of therapy. SEER-Medicare does not include information on patient quality of life (QOL) or utility. Therefore, we did not adjust the survival estimates for QOL prior to calculating the costeffectiveness ratios. In their cost-effectiveness analysis based on a simulation model, Hornberger and colleagues [16] projected that adding rituximab to CVP would increase mean overall survival by 1.51 years and quality-adjusted lifeyears by 0.93 years, which suggests that had we adjusted our survival estimates for QOL, the cost-effectiveness ratios may have been larger than those based on unadjusted survival.
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The main threat to the validity of our findings is selection bias, in which unobserved factors influence both treatment selection and the outcome of interest. For example, SEERMedicare does not contain data on hemoglobin level, LDH level, or the number of nodal areas, three of the five prognostic factors for mortality in the FLIPI [36] . We did, however, include age (all patients were older than the age threshold for excess risk of mortality in FLIPI [≥60]), stage (III-IV is associated with increased risk in FLIPI), and whether the patient had extranodal involvement. Also, we included a claims-based indicator of poor performance status [37] . In the multivariate analysis, ≥1 indicator of poor performance, extranodal involvement, and later stage diagnosis all were associated with higher total and immunochemotherapy cost. It is important to note that any variable constructed using claims for medical services, such as performance status and NCI Comorbidity Index [34, 35] , that is then included in a multivariate cost analysis, has a greater likelihood of being statistically significant simply by virtue of the fact that most claims have a cost attached.
In this study, patients diagnosed in later years were more likely to receive rituximab. This may have introduced several possible sources of bias including differential observation and censoring, and secular trends in both the assignment of patients to different chemotherapy regimens and in the use of supportive care. In the survival and cost analyses, we limited the observation period to reduce differential censoring between the treatment groups. We used IPTW in the estimation of cumulative incremental survival [46] . In the cost analysis, we used IPW and established separate weights for the two treatment groups to account for differential censoring between the two groups. Also, we included year of diagnosis as a covariable in the survival analysis and all the cost models to adjust for temporal differences in patterns of care. Most patients in both first-line treatment groups received CHOP chemotherapy. Therefore, we did not include type of chemotherapy in the primary analyses. When we restricted the cohort to those who received CHOP, the cost coefficients for the rituximab group were similar to those in the primary analyses.
Our cost analyses were conducted from the perspective of Medicare. Therefore, we used Medicare paid amounts reported in claims to estimate total direct medical costs to Medicare. However, it is important to note that Medicare pays only 80% of part B outpatient costs. Therefore, total direct medical costs to all payers-including patients and other insurers-could be up to 20% higher than reported in this study. Also, Medicare did not pay for most oral drugs for the majority of the period in which our study was conducted, which is another reason why the costs reported in this study may underestimate the total direct medical costs of care to all payers. Also, it is likely that use of rituximab as maintenance therapy has increased in the years since the period covered by our data. It is unclear how this change in practice would affect our findings. Finally, the confidence intervals for the cost-effectiveness ratio were calculated by dividing the upper bound of the 95% CI for cost by the lower bound of the 95% CI for survival, and then repeating the process with the lower-cost and upper-survival bounds. In theory, bootstrapping the entire ratio is a preferred approach. However, to our knowledge such an approach has not been developed and reported in the literature.
Conclusions
In sum, adding rituximab to first-line chemotherapy for elderly patients with FL results in higher direct medical costs to Medicare and longer overall survival after four years. The net cost impact is due primarily to the treatment cost of first-line rituximab, although there may be small cost offsets associated with lower progression and/or relapse. The cost-effectiveness ratio we estimated is substantially higher than projected in a previous analysis based on a model. Extending the time horizon for our study, and including patients who died during the first two months of therapy may have resulted in a lower ratio. Our findings suggest even highly effective cancer therapies will do little to offset the rising costs of cancer care in the United States, and that additional public policies will be required to address this problem.
